This study aimed to describe the socio-demographic and clinical profile of elderly with diabetes mellitus in a Primary Health Care Unit. This is a descriptive and transversal study conducted in a city of Ceará State. The sample consisted of 55 elderly patients with type 2 diabetes mellitus. Data were collected from July to August 2014 through a socio-demographic and clinical variables form. The descriptive statistics was used for the analysis. The mean age of 71 years old was observed; 67.3% of the sample were women; 58.2% married; 30.9% illiterate; 83.6% with income less than two minimum wages; 61.8% were sedentary; 54.5% were overweight; 53.4% of grade I obesity; and 69.1% with altered postprandial glucose. The mean duration of the disease was more than 10 years, and diabetic complications were found. The elderly's profile can contribute to more health risks and serious impairment of quality of life.
Introduction
Diabetes mellitus (DM) is a clinical condition with an important social impact by the high incidence of hospitalization and premature death, regardless of the occurrence of associated risk factors [1] . In 2014, it accounted for 4.9 million deaths worldwide, mostly in low and middleincome countries. In Latin America, one in 12 adults has diabetes and is estimated to increase this number to 55.2% from 2014 to 2035. In this context, Brazil ranks fourth in the ranking of countries with mortalities resulting from DM [2] .
It is estimated that the standardized prevalence rate of this disease increased from 2.9% in 1998 to 4.3% in 2008. The Midwest and Northeast recorded the most accented increase in coefficients, concluding that the prevalence of the disease is growing rapidly in Brazil [3] .
In the elderly, recent data indicate a national prevalence of diabetes of 24.4%, confirming a higher percentage of men, with 24.8% aged equal or higher than 65 years [4] . Elderly people with diabetes are more likely to develop peripheral neurologic and vascular complications in the lower members, as well as cardiovascular disease, affecting their productivity and daily activities, with repercussions that change the family role and social conviviality [5] .
A national study conducted with elderly with a mean age of 79 years old in geriatrics clinic identified a high prevalence of peripheral artery disease associated with the presence of diabetes and smoking. Elderly people with diabetes and peripheral arterial disease have significant increase in cardiovascular morbidity and mortality, needing mortality prevention measures for this population [6] .
In a systematic review of the literature, elderly with diabetes were found, presenting several factors that interfere with self-care ability, especially gender, economic status, educational level, duration and knowledge about the disease, highlighting the importance of nurses to identify such factors and to prioritize custom practices so they can reach the self-care management [7] .
These data indicate the magnitude of diabetes in the elderly population, as well as the need for investigations that contribute to aggregate information about the knowledge of the epidemiological profile of these people, which may contribute to support health professionals in decision-making, regarding the development of preventive, promotion and DM treatment actions.
Given the above, the following question was formulated: Which is the profile of elderly patients with type 2 DM (DM2) accompanied in Primary Health Care? The objective of this study was to describe the socio-demographic and clinical profile of elderly with DM followed up in Primary Health Care.
Method
This is a descriptive and cross-sectional study, developed in a Primary Health Care Unit in the city of Juazeiro do Norte (CE), Brazil. The study population, selected through Health Status Report and Families Monitoring in the area/team of community health workers, was of 145 DM patients registered in the unit. After applying the inclusion criteria (age from 60 years old, DM2 diagnosis and to be accompanied by the health team of the unit), the sample resulted in 65 elderly patients with DM2. However, 10 elderly patients with DM2 were excluded, because they did not attend the health unit in the period of data collection, resulting in a final sample of 55 elderly patients eligible for the research.
The captivation of the elderly was as follows: after the explanation of the methods and objectives of the study, and having been made all relevant information, each participant proceeded to sign the Informed Consent Form, so the interviews and measurements were only made after their approval. For those who did not sign, the researcher read out the text and collected, immediately, the fingerprint of the participant in the document.
The data were collected in July and August 2014 by suitably qualified researchers, of the Primary Health Unit, in a room reserved for this purpose and during the attendance for diabetes patients scheduled for service. Thus, the data were obtained through a questionnaire containing socio-demographic variables such as gender, age group, profession, marital status, education, family income; and clinics, such as disease duration, type of drug treatment, alcohol use and smoking, physical activity, complications/ comorbidities, blood pressure measurements, blood glucose, weight and height.
Concerning the measurement of blood pressure, the techniques recommended in VI Guidelines of the Hypertension Brazilian Society were used [8] , by indirect auscultation method, with aneroid sphygmomanometer duly calibrated and binaural stethoscope.
Initially, the procedure was explained to the elderly and instructed not talking during the measurement. It was certified that they were not with a full bladder; they have not practiced exercises for 60 minutes; have not consumed alcohol or coffee, and have not smoked in the previous 30 minutes. The measurement took place with the individual seated, uncrossed legs and supported on the ground. Soon after, the cuff was inserted in the middle of the arm, estimating the level of systolic blood pressure (SBP) and palpating the brachial pulse. After the measurement, the bell was located on the brachial artery, inflating to exceed 20 mmHg of the obtained value. The SBP determinates the first Korotkoff sound auscultation, and diastolic blood pressure (DBP) for the disappearance or muffling the sound. Then, the values were recorded and reported to the individuals [8] .
For the evaluation of the obtained prehistoric values, the following classification was used: great pressure to SBP <120mmHg and DBP <80mmHg; normal for SBP <130mmHg and DBP <85mmHg; bordering for SBP 130 to 139mmHg and DBP 85 to 89mmHg; stage 1 for SBP 140 to 159mmHg and DBP 90 to 99mmHg; stage 2 hypertension for SBP 160 to 179mmHg and DBP 100 to 109mmHg; hypertension stage 3 for SBP ≥180mmHg and DBP ≥110mmHg [8] .
Concerning to capillary glucose, the measurement was performed with a punch at the distal face of the finger phalanx, as the participant's preference, obtaining the sample from a drop of blood, which reading was performed on the glucometer Accu-Chek Active brand. The value of glucose obtained on the measurer display has been interpreted as therapeutic targets to control postprandial glycemia of the Brazilian Diabetes Society (SBC) [5] and of the International Diabetes Federation (IDF) as normal ≤160mg/dL and altered >160mg/dL. It was only used postprandial because the capillary tests could not be performed with the fasting patients.
The weight was obtained in one shot, with the barefoot patient, with little clothing as possible, in the center of the machine upright, feet together and arms along the body and body weight distributed on both feet. [9] A digital and calibrated scale was used, Camry brand, with a maximum capacity of 150 kg, with 100g divisions and four sensor technology.
The height was also determined in a single measurement using an inelastic tape fixed to the wall with the zero point at ground level, with the patient in the upright position against the wall, parallel legs, not necessarily leaning, arms along the body, and head up looking at a fixed point at eye level. Before obtaining the measure, it was verified whether heels, calves, buttocks, shoulder blades and back of the head were leaning against the wall [9] .
From the weight and height, the body mass index (BMI) was calculated, adopting the reference table for the elderly recommended by Lipschitz, with cutoffs points: low weight ≤22kg/m 2 ; proper weight> 22 and <27kg/m 2 ; overweight ≥27kg/m 2 . This classification was adopted by stressing a greater risk range for malnutrition, considering the body changes resulting from the aging process, which provides a more accurate diagnosis [10] .
The need to check which individuals in this classification range were in the obesity situation was perceived through the overweight cutoff point. To identify the obesity degree, the World Health Organization (WHO) table was adopted [11] from the following cut points: 25 to <30 pre-obese, 30 to <35 grade I obesity, 35 to <40 grade II obesity and ≥40 grade III obesity.
Concerning the analysis of compliance with the Kappa [10] test, the value of 0.427 was verified, which is classified as moderate agreement between the cutoff points stipulated by Lipschitz and WHO, which allowed the obesity situation classification in this study, only to overweight individuals, according to the Lipschitz table, starting the pre-obese classification from the 27cutoff point.
The data were organized in a spreadsheet in Excel program, version 2013, and the descriptive statistics was adopted for the analysis. The data were presented in tables and analyzed according to the literature concerning the matter. 
Results
55 elderly patients with DM2 were investigated, with prevalence of females (67.3%) and average of 71 years old (standard deviation -SD of 7.80; 60-93 years old); 58.2% of the elderly had incomplete Elementary School, with 78.1% of the female population, with significant illiteracy in the female population (52.9%) and male (47.1%). It was found that 58.2% of the elderly were married; of these, 53.1% were women; 78.2% were retired, of which 60.5% were women; and 83.6% of the elderly had a family income of one to two minimum wages. The remaining sample characteristics of the study for the socio-demographic variables are listed in Table 1 ; the percentages of male and female categories are calculated according to the proportion of the total of each variable.
The average number of residents per residence was from two to three people, but 26.1% of people with lower income had an average of six people at home. Concerning the clinical variables, the elderly with DM2 were aware of their disease, on average, for 11.8 years (SD: 8.12; 5 months to 40 years), 78.2% were only using oral hypoglycemic and 14 5% of oral hypoglycemic agents and insulin, while 7.3% did not make use of any drug therapy. The treatment with exclusive oral hypoglycemic, equivalent to monotherapy, was the most common among men and women, with 87.5% and 82.9%, respectively.
It was found that 43.6% of the investigated elderly were former smokers, with a higher percentage of women with 66.7% and reported having failed to make use of that substance for an average of 26 years, with a maximum time of 63 years and a minimum of 2 years. Among the 16.4% smokers, the average of using time was 54 years, with an average of 5-6 smoked cigarettes per day. Among participants who used the cigarette, 55.6% were women.
It was evident that 7.3% of participants were current alcohol users, which corresponds to a percentage of 75% for men. An average consumption of 45 years was identified, with a maximum time of 49 years and a minimum of 42 years. 92.7% of participants who were not currently using alcohol (70.6% women), 30.9% have already consumed alcohol, which 70.6% were men.
61.9% did not perform physical activity. Of the 38.1% who performed some exercise, 71.4% practices walking, 14.3% water aerobics, 4.8% popular gym and still 9.5% performed the combined use of two physical activities (walking and water aerobics). The habit of physical activity was more common for women with 61.9 %, and the most practiced activity was walking for both sexes, of 71.4%, 66.7% were women, and 33.3% were men. Among the complications and more cited comorbidities, 83.6% of the elderly had hypertension, 80% had ophthalmologic complications and 54.5% dyslipidemias. Gastrointestinal complications (38.2%), cardiovascular (32.7%), sexual dysfunction (25.5%) and renal complications (9.1%) were also identified among the elderly. It was also found that 27.3% of the participants had from one to two complications, 50.9% from three to four complications/comorbidities, 18.2% from five to six complications/comorbidities and 1.8% showed all mentioned complications/comorbidities. It was also found that 29.7% of women had SBP in borderline and 1 stages while 33.3% of men had SBP <130mmHg. Concerning DBP, 40.6% of women had value <80mmHg and for men was 44.4%.
Concerning postprandial glycemia, 70.3% of women and 66.7% of men had a value of ≥160mg/ dL. As for the evaluation of BMI among the elderly, 59.5% of female elderly had BMI ≥27kg/m 2 , while in males, 55.6% had a BMI> 22kg/m 2 and <27kg/ m 2 .
About the obesity classification, 40% of the investigated showed up pre-obese, with a higher percentage of the male population with 50%. It was found that 53.4% were in grade I obesity, with a higher percentage of women, with 54.5%. Table 2 presents in detail the evaluated results, which percentages of male and female categories are calculated according to the proportion of the total of each variable. 
Discussion
It was found in this study that the majority of elderly patients with DM were female, married, with low education and survived with minimal income. This socio-economic and epidemiological profile corroborates similar studies developed in the Northeast and Southeast Brasil [12, 13] . This significant difference for the female is justified in the literature by the fact that women have higher life expectancy, tendency to take care more than men and seek more frequently for health care service, facilitating early diagnosis, compared to men, which have lower demand for health [12, 14] . Another hypothesis is that older women are more likely to develop chronic diseases and comorbidities, due to hormonal drop in the climacteric phase [15] .
Concerning marital status, the prevalence of married elderly is consistent with studies about the profile of elderly conducted in Minas Gerais [14] and Fortaleza (CE) [16] , noting a higher percentage of males because it is considered the fact that many men remarry after the death of their wives, reflecting habits culturally diffused between generations, according to which the woman, after the spouse death, must remain a widow to assume exclusive dedication to home care and children [16] .
In this study, we found that an extract of participants with lower income had a significant number of people in the residence, corroborating the data found in a study performed with elderly with diabetes in Minas Gerais, which also identified the relevant prevalence of 35.4% for participants with more people in residence [17] . Given the low socioeconomic status and the need for per capita division between the family/aggregated found in this study, one can assume its direct relation to the supply conditions, which interfere directly in diabetes control.
The schooling and income reflect the health status of the population, as elderly with more education, and higher income is more independent for self-care, the use of transportation and communication, and has good adhesion to the correct use of medicines. Elderly people with low education and income are more vulnerable to the risks of DM complications and health problems, and to the commitment of the treatment, since the incomes are insufficient to meet the standard of the elderly needs and their family [17] . Thus, it reaffirmed the individual and social vulnerabilities to which these people are exposed, being a reading reality and important, to be perceived by the health team, especially the nurse, for, together with the patient, to trace possible interventions.
About the clinical profile, the patients evaluated in the present study had a mean DM knowledge time of more than 10 years, confirming research data developed in Belo Horizonte (MG) [12] . This finding is worrisome, since prolonged diabetes, associated with poor metabolic control, can predispose the elderly to chronic complications, which are responsible for high morbidity and mortality, and increased cardiovascular mortality, renal, in the amputation of the lower limbs and decreased the quality of life [18] . In this sense, the monitoring of these diseases, the prevention of disabilities and health promotion should be the focus for effective control of chronic diseases in Primary Care
Regarding drug therapy, the use of only oral hypoglycemic was more prevalent among the surveyed elderly people. The Brazilian Diabetes Society advocates individualized treatment for elderly patients with diabetes, considering life expectancy, associated comorbidities, polypharmacy, self-care ability, family support, and the hypoglycemia costs and risks. The need for greater attention to the prescription of other drugs was emphasized, such as insulin and other oral hypoglycemic agents, being not too permissive with the elderly hyperglycemia [18] . Considering these fragilities, it is worth noting the importance of observing the responses of the elderly to drugs, which are not always valued by health professionals in services, at any assistance level.
Smoking and alcohol were present habits among surveyed elderly, whose data corroborate those found in the study by Sousa et al. [13] with the presented highest percentage of men (21.7%) in the consumption of alcohol and the prevalence of women (56.7%) in the cigarette consumption.
Tobacco smoking has harmful effects, such as impaired glycemic control, more probability to develop neuropathy and retinopathy, and serious implications for the cardiovascular system, resulting in peripheral vasoconstriction, increased heart rate and blood pressure, and cause damage to blood vessel walls, favoring the formation of atherosclerotic plaques, which have intrinsic relationship with the diabetic foot [19] . Thus, the progressive abandonment of the cigarette for DM elderly is recommended and strengthening educational actions in health developed by health professionals working in Primary Care to control this serious risk factor.
Although alcohol has presented a low percentage of use among the elderly of this study, it is considered another important risk factor for DM because potentiates the hypoglycemic effects of drugs and aggravates neuropathic symptoms. In this case, the patient should be advised to reduce the use and gradually, referring consumption, should prefer drinks with low alcohol content and always associated with the consumption of foods rich in carbohydrates hydrated, to avoid the hypoglycemic effects [20] .
Concerning physical activity, it was found that it is still an emerging practice among the study participants and those who practiced it cited the walk as the most accomplished exercise. The prevalent sedentary lifestyle among the elderly was also evidenced in another study, with 62.3% of men and 62.5% of women without physical activity practice [13] .
It is inferred that this result may be related to common limitations among elderly with diabetes, such as osteoarthrosis, arthritis, tremors, stroke sequelae, among others, often hindering for physical activity in this population. Thus, the general conditions of the elderly should guide the prescription of physical activity, and cardiovascular assessment of this group should be routine in the clinical practice [5] .
Physical activity improves functional capacity in elderly patients with and without diabetes, being advocated a risk assessment before indicating an activity program, which synchronicity and exercise type should be considered related to the therapeutic regimen. To facilitate increased adhesion of the elderly with diabetes to physical activity, it indicates an exercise program in a group or community, under the monitoring of a physical educator [18] .
It is suggested to the functional independent DM elderly, to perform the goals recommended for adults with diabetes. Elderly people with some dependence degree must follow a low-intensity exercise program to improve performance and mobility and, if possible, a physical therapist should be consulted, especially for those who live alone, bedridden or are confined to a chair, to improve physical performance and strength of the lower limbs, and prevent further deterioration in the functional state [18] .
A sedentary lifestyle may be associated with overweight and obesity evidenced in the women of the study. Similar data was found in research conducted in Piauí, where 61.4% of overweight people were female [20] . As for the higher prevalence of obesity among the studied elderly women, the data is according to research carried out in São Paulo. This fact can be explained by the fact that women are more prone to the accumulation of fat and have a greater tolerance to excess body fat [21] .
Considering physical activity as important in weight control, it is emphasized the need of a multidisciplinary team of Primary Health Care to partner with healthcare professionals of the Support Center for Family Health (NASF) for better monitoring of patients, encouraging them to change behavioral habits and the formation of interactive groups to exchange knowledge and practice of physical exercise.
Regarding the presence of complications and comorbidities of participants in this study, it was found that most had three to four comorbidities/concomitant complications, among them systemic arterial hypertension, ophthalmologic complications, and dyslipidemia. In other studies, hypertension was also more frequent in the sample population [12] , as well as the presence of visual complications (retinopathy, blindness or severe visual impairment) [14, 22] .Considering the time of diabetes and the presence of comorbidity, these patients needs monitoring and constant tracking, which include the need for referrals to specialized services, test routines, and other services to ensure comprehensive care and the highest quality of life.
About glycemic control, primordial in the prevention of chronic complications of diabetes, abnormal glucose was found in the study population, which support the data found in many studies performed with DM elderly [23, 24] .
It was found, in the literature, that although the elderly know the importance of glucose monitoring and performing it, most show high levels of glucose, which are associated with excess weight, abdominal obesity, high blood pressure and insufficient levels of physical activity [13] .
The goals for glycemic control must be established in an individual way, considering the functional status, comorbidities, the risk for hypoglycemia, and the presence of microvascular complications [18] .
Concomitantly, the health professional must pay attention to the independent variables associated with the lack of glycemic control, such as obesity and poor adherence to antidiabetic drugs. An education program that emphasizes the importance of medication adherence, physical exercise and weight control would be a relevant basic benefit for improving glycemic control in this patients [24] .
The decompensated DM can cause clinical complications affecting the heart and blood vessels, eyes, kidneys and nerves, which, therefore, collaborate to the emergence of cardiovascular disease, blindness, kidney failure and amputation of lower limbs. It also emphasizes that these people are at higher risk for infections and sleep apnea [2] .
In the face of health injuries which may be caused, health professionals should advise patients and families about the importance of maintaining the recommended glycemic patterns and glycemic control alternatives being agreed and offered.
The evidence of this study reinforce the importance of periodic clinical assessment, with strict control of blood pressure, glycemia and weight, according to the guidelines of the Ministry of Health, regarding the control of risk factors and daily care with food and with feet of people with diabetes in Primary Health Care because in this way, the early monitoring of complications and comorbidities is facilitated. Health staff actions of Primary Care must be guided in a holistic and comprehensive care to people with diabetes [25] .
Conclusions
It was found a socio-demographic profile of elderly with diabetes, female, married, with low educational level and who survived with minimal income. Concerning the clinical profile, the evaluated patients showed a duration of diabetes mellitus greater than 10 years, especially the use of oral hypoglycemic agents, incipient physical activity, low glycemic control, and most overweight and grade I obesity, and were also observed complications and concomitant comorbidities, such as hypertension, ophthalmological, gastrointestinal and dyslipidemias, culminating in greater risks to health and seriously compromise of the quality of life.
The limitations of this research are related to the cross-sectional design, which does not allow the determination of the cause and effect between variables. However, through the used methods and approaches, it was possible to trace the socio-demographic and clinical profile of a representative sample of the population with type 2 diabetes me-llitus in the unit under study. These results can contribute to health interventions planning with a focus on biological, cultural and social user dimensions, able to meet the needs access to network services and the active participation of individuals, providing opportunities thus, greater support for the health professional to decision making.
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